ARTICLE SUMMARY
to mitigate the human and economic costs of these disorders is limited. The greatest progress in developing and delivering early intervention services has occurred within psychosis. There is now growing support for and calls to extend such approaches to other diagnostic groups.
The aim of this scoping review is to systematically map this emerging literature on early intervention services for non-psychotic mental health disorders, with a focus on outlining how services are structured, implemented, and scaled. Methods and analysis: The protocol was developed using the guidance for scoping reviews in the Joanna Briggs Institute manual.
A systematic search for published and unpublished literature will be conducted using the following databases: (1) Medline; (2) PsycINFO; (3) HMIC; (4) Embase; and (5) ProQuest.
To be included, documents must describe and/or evaluate an early intervention service for adolescents or adults with a non-psychotic mental health disorder. There will be no restrictions on publication type, study design, and date. Title and abstract, and full-text screening will be completed by one reviewer, with a proportion of articles screened in duplicate. Data analysis will primarily involve a qualitatively summary of the included articles exploring the characteristics of early intervention services and barriers and facilitators to implementation. Ethics and dissemination: The synthesis of published and unpublished articles will not require ethical approval. The results of this scoping review will be published in a peer-reviewed journal and disseminated via social media, conference presentations, and other knowledge translation activities. Early intervention is widely perceived as beneficial in medicine and refers to the early detection and initiation of stage-specific treatment. [1] Pro-active treatments matched to the stage of illness can limit or even avert unfavourable outcomes, reducing the need for costly and more invasive treatments in the future. [2, 3] Despite such promise, early intervention approaches have been slow to gain momentum in mental health. [4, 5] Mental illnesses are a major contributor to mortality and disability worldwide, particularly for young people. [6] [7] [8] The typical age of onset for mental disorders is adolescence and early adulthood (12-30 years old), a period of marked social, psychological, and biological change. [9, 10] A delay in or lack of access to effective treatments during this time could disrupt key developmental milestones and have long-lasting effects on health, social, and occupational trajectories. [11] Service provision does not match the topography of onset or burden of disease associated with mental disorders, even in relatively well-developed mental health systems. [12] Globally, access to evidence-based care is poor, and even for those that do access it, this is often after lengthy delays. [13] [14] [15] The duration of untreated illness (DUI), defined as the period between the onset of psychiatric disorder and the initiation of treatment, ranges from 1-2 years for psychosis to 10 years for obsessive-compulsive disorder (OCD). [16] [17] [18] [19] Over time, mental disorders may become more entrenched through functional deterioration, neuroadaptation, and habitual behaviour patterns. [20] [21] [22] [23] Indeed, a longer DUI is associated with worse symptomatic and functional outcomes and a lower treatment response across diagnostic groups. [19, [24] [25] [26] [27] More worryingly, young people, the group at highest risk for psychiatric difficulties, tend to have the worst access to timely care. [13, 18, [28] [29] [30] Together, such findings provide a strong case for establishing early intervention services that match the developmental needs and symptomatic profile of individuals with recent-onset mental disorders. [4, 14] Over the past 30 years, early intervention for psychosis (EIP) has gained tremendous support from researchers and healthcare professionals worldwide. [14] A comprehensive body of high-quality research now shows that compared to standard care, integrated multi-component EIP services are associated with a reduction in symptom severity, relapse rates and hospitalisation risk, as well as improved global functioning and quality of life. [31] Moreover, consistent evidence suggests that across different settings EIP services are a cost-effective alternative to standard care. [32] In contrast, there is a paucity of research evaluating early intervention services for other mental health diagnoses. There has been a recent surge in papers calling for early intervention approaches 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58 to be broadened to other areas of mental health, including major depression,[33] OCD, [22] eating disorders, [34] and bipolar disorder. [35] The role of early intervention in reducing distress and functional impairment in mental health seems obvious. [14, 22] However, much more work needs to be done. There is limited prospective evidence evaluating the utility and impact of early intervention services in non-psychotic disorders. It is unclear to what extent the findings from psychosis would translate to other diagnostic groups. Moreover, even within psychosis, further research is needed to determine how long EIP services should be provided, whether it is the reduction in DUI or other components of EIP services that account for the improved outcomes, and whether outcomes would be similar with other service structures and models. [36, 37] An evergrowing population accompanied by reducing health budgets, creates a ruthless environment where only services that demonstrate effectiveness, economic viability and sustainability receive funding. [38] It is therefore imperative to develop a rigorous evidence-base to refine, adapt and evaluate early intervention services for non-psychotic disorders, with a particular focus on identifying the "active ingredients" of such services and the most effective methods for widespread scaling and implementation.
The primary objective of this review is to identify and describe the differing ways in which early intervention services are structured and implemented for non-psychotic mental health disorders. The emerging literature for non-psychotic disorders is heterogenous and dispersed, with distinct streams of research developing in disciplinary silos. The aim of this review is to draw together these streams to facilitate collaboration and cross-disciplinary learning and discourse. By synthesising the field and highlighting commonalities and differences, we hope that a broad set of common principles for early intervention services will emerge. This review, in conjunction with reviews in psychosis, will help set the stage for a more unified approach to expanding and refining early intervention services for psychiatric disorders. Here, we focus exclusively on disorders that tend to emerge in adolescence and adulthood rather than in childhood, as neurodevelopmental disorders typically use a very different approach to early intervention (e.g. intervening in infancy). [39] A scoping review methodology was selected for this review as early intervention research is dispersed and heterogenous and therefore is not amenable to the narrower aims of a traditional systematic review. [40, 41] Given that this is a relatively new research area, we sought to map all the available evidence within this field rather than only the best available evidence (e.g. randomised controlled trials). [42] 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59 o Are there any similarities and differences across diagnoses and the types of early intervention services? o Are there any facilitators and/or barriers to implementing early intervention services?  Do early intervention services reduce DUI, improve the course and outcome of mental disorders or minimise the disruption to psychosocial development and function?
METHODS AND ANALYSIS
The PRISMA extension for scoping reviews (PRISMA-ScR), [41] and the scoping review framework outlined in the Joanna Briggs Institute Reviewer's Manual [43] were used to guide the development of this protocol.
Eligibility criteria
We will include documents that describe and/or evaluate early intervention services for nonpsychotic mental health disorders (concept). Early intervention services based in any type of healthcare facility, including hospitals, day services, and community settings, and any geographic area will be eligible for inclusion (context). Documents will be included if they describe and/or evaluate an early intervention service for adolescents (≥ 10-17 years) or adults (> 18 years) with a recent-onset mood disorder, anxiety disorder, eating disorder, personality disorder, impulse control or substance use disorder, and/or somatoform disorder (types of participants). Early intervention services for comorbid disorders will be included provided that at least one of the diagnoses listed in the previous sentence is of equal or greater interest than the non-listed condition. Mixed child and adolescent services will also be included, but only information relevant for the adolescent portion will be charted. All types of studies will be included: randomised controlled trials, non-randomised studies, qualitative studies, ongoing trials, protocols, editorials, opinions, and expert consensus statements (types of studies).
Documents will be excluded if they describe a primary prevention programme based in a school or in the general population, a parental intervention, describe a specific intervention (e.g. type of CBT) that is not attached to a service, or the diagnosis of interest is a physiological or medical condition (e.g. depression in the context of cancer), schizophrenia spectrum and other psychotic disorders, and/or neurodevelopmental disorders. 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59 
Search strategy
A comprehensive literature search will be conducted from inception on PsycINFO, MEDLINE, Embase, and HMIC. ProQuest databases will also be searched for grey literature (i.e. conference papers and proceedings, theses, government publications). The search is completed in three stages. First, an initial limited search was conducted in MEDLINE using the terms "early intervention" and "mood disorder" or "anxiety disorder" or "eating disorder" or "personality disorder" or "impulse control disorder" or "substance use disorder" or "somatoform disorder". The keywords and subject headings identified in this initial search were used to develop a search strategy. The MEDLINE-specific search strategy returns 12,363 documents before de-duplication (10,533 following de-duplication) and is outlined in Table 1 .
An iterative process was used to develop this search strategy balancing sensitivity and specificity, and ensuring key articles were returned.
In the second stage, all databases will be searched using the MEDLINE search strategy tailored to each database. The search for scoping reviews is iterative, as the reviewers become familiar with the literature, it is therefore possible that additional search terms and sources may be identified. The final stage involves identifying additional articles by searching the reference lists of included articles. Studies not reported in English, German, French, and Spanish will be excluded from the review during the screening and eligibility assessment. No date limits will be applied to the search. References will be imported to the EndNote x8 reference manager.
Table 1. MEDLINE search strategy

Query
Results #1 exp Early Medical Intervention [MeSH term]/ or ((early adj1 (intervent* or treat* or recogni* or detect* or service*)) or ((first or initial) adj1 (admission* or hospital* or episode*)) or (early-intervention* AND service*) or (early intervention* AND service*)).tw. 
142144
Study selection process
The initial limited search was conducted by KR in April 2019 to generate a preliminary search strategy. The preliminary search strategy was reviewed by AA, KA, and US, and modifications were made to improve the specificity of the search. The title and abstract screening in the second stage will be completed by one reviewer, and a portion of the articles will be screened in duplicate to ensure reliability (25%). Retrieved full-texts will be screened by one reviewer and a sample of full-text documents (25%) will be screened in duplicate. Discrepancies will be resolved by discussion and if necessary other members of the review team will be consulted.
Data items and charting
A standardised data charting form developed by the study team will be used to chart the data from eligible studies ( facilitators and barriers to early intervention services (if applicable). Similar to the full-text screening, one reviewer will chart the majority of the documents with only a portion (25%) of the documents being charted in duplicate to ensure reliability. Where there is more than one paper on the same service model, information will be pooled across the papers to provide the most detailed description of the model and any available evidence. 
Critical appraisal
The lack of critical appraisal tools in scoping reviews has been highlighted as one of the primary limitations of this knowledge synthesis method. [44] Critical appraisal can facilitate the interpretation of reviews by identifying the relative strengths and weaknesses of the included articles and identifying gaps in the research field. However, formal evaluations of methodological quality for scoping reviews can be challenging given the diversity of study designs and the volume of included literature. [45] Given the range of study designs, a twostage assessment of methodological quality will be conducted for this review. First, each study will be ranked using the Joanna Briggs Institutes Levels of Evidence for Effectiveness from the quality of the studies within each stratum will be evaluated using the Joanna Briggs Institute Critical Appraisal tools. [47] A narrative summary of the methodological quality will be provided. A portion of the included articles will be appraised in duplicate.
Synthesis of results
The search results will be reported using a flow diagram to clearly detail the review decision process, indicating the number of citations screened, duplicates removed, study selection, and full texts retrieved. The characteristics of the included studies will be presented in an informative 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58 Descriptions of the early intervention services will be reported for each diagnostic group along with any evidence supporting the services and barriers and facilitators to implementation. An aggregated summary of early intervention services with descriptions of common themes and differences across the services will be provided. An effort will be made to identify gaps in knowledge to inform the direction of future research.
Patient and public involvement
No patients or public were involved in the development of this protocol.
ETHICS AND DISSEMINATION
This review contributes to the growing body of research for early intervention initiatives in mental health by mapping the existing literature on early intervention services for nonpsychotic mental health disorders. Through the publication of the results and dissemination via social media and conference presentations, the results will hopefully provide a timely foundation for cross-disciplinary discourse and early intervention service development and research. The results of this review may inform the design of new services and policies to support them. The synthesis of existing knowledge will not require ethical approval. Competing interest statement None declared.
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INTRODUCTION
Early intervention is widely perceived as beneficial in medicine and refers to the early detection and initiation of stage-specific treatment. [1] Pro-active treatments matched to the stage of illness can limit or even avert unfavourable outcomes, reducing the need for costly and more invasive treatments in the future. [2, 3] Despite such promise, early intervention approaches have been slow to gain momentum in mental health. [4, 5] Mental illnesses are a major contributor to mortality and disability worldwide, particularly for young people. [6] [7] [8] The typical age of onset for mental disorders is adolescence and early adulthood (12-30 years old), a period of marked social, psychological, and biological change. [9, 10] A delay in or lack of access to effective treatments during this time could disrupt key developmental milestones and have long-lasting effects on health, social, and occupational trajectories. [11] Service provision does not match the topography of onset or burden of disease associated with mental disorders, even in relatively well-developed health systems. [12] Globally, access to evidence-based care is poor, and even for those that do access it, this is often after lengthy delays. [13] [14] [15] The duration of untreated illness (DUI), defined as the period between the onset of psychiatric disorder and the initiation of treatment, ranges from 1-2 years for psychosis to 10 years for obsessive-compulsive disorder (OCD). [16] [17] [18] [19] Over time, mental disorders can become more entrenched through functional deterioration, neuroadaptation, and habitual behaviour patterns. [20] [21] [22] [23] Indeed, a longer DUI is associated with worse symptomatic and functional outcomes, and a lower treatment response across diagnostic groups. [19, [24] [25] [26] [27] More worryingly, young people, the group at highest risk for psychiatric difficulties, tend to have the worst access to timely care. [13, 18, [28] [29] [30] Together, such findings provide a compelling case for establishing early intervention services that match the developmental needs and symptomatic profile of individuals with recent-onset mental disorders. [4, 14] The greatest strides in early intervention have been made within psychosis. Over the past 30 years, early intervention for psychosis (EIP) has gained tremendous support from researchers and healthcare professionals worldwide. [14] EIP services have two fundamental aims: to reduce the duration of untreated psychosis, and to provide evidence-based, stage-specific treatment. [31] EIP services use a clinical staging approach to map the extent of illness progression from early pre-symptomatic risk to severe and enduring, enabling a prevention orientated framework that matches the intensity of treatment to the level of need. [32, 33] A comprehensive body of high-quality research now shows that compared to standard care, multi-component EIP services are associated with a reduction in symptom severity, relapse rates and hospitalisation risk, as well as improved 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58 global functioning and quality of life. [34] Moreover, consistent evidence suggests that EIP services are a cost-effective alternative to standard care. [35] There has been a recent surge in papers calling for early intervention approaches to be broadened to other diagnostic groups, including major depression, [36] OCD, [22] eating disorders, [37] and bipolar disorder. [38] Preliminary evidence from services for recent-onset eating and mood disorders demonstrate significant improvements in symptoms, reduced hospital (re)admissions, and most importantly, high levels of patient satisfaction. [39] [40] [41] [42] The utility of focusing exclusively on discrete diagnostic categories in the delivery of early intervention specifically, and mental health care more generally has, however, been questioned. [32, 43] The early stages of mental disorder are often characterised by fluctuating patterns of specific and non-specific subthreshold symptoms, diagnostic instability, and comorbidity. [44, 45] A single-disorder focus could result in these earlier presentations of illness being excluded. [46] A transdiagnostic approach, consistent with evidence for pluripotent models of clinical staging, has been put forward as a necessary solution to address this problem. [32, 47, 43, 48] The recognition of the need to broaden the early intervention paradigm has led to the development of several integrated youth mental health hubs. [49, 50] These hubs act as entry-level services for young people irrespective of diagnosis, and typically provide a comprehensive package of low-intensity mental, physical, and social care support in community settings. Young people tend to rate these services positively and between 52-68% of young people experience improvements in symptoms and functioning.
However, a proportion of individuals with more severe symptoms do not seem to benefit from these services and rigorous outcome research for youth hubs is limited. [50, 51] Although the role of early intervention in reducing distress and functional impairment seems obvious, the evidence-base for these services is incomplete and much more work needs to be done. [14, 22] There is limited prospective evidence evaluating the utility of these services for non-psychotic disorders, it is unclear to what extent the findings from psychosis would translate to other diagnostic groups. There is also a lack of research evaluating the feasibility or the implementation of services in clinical settings. [51] Moreover, even within psychosis, further research is needed to determine how long EIP services should be provided, whether it is the reduction in DUI or other components of EIP services that account for the improved outcomes, and whether outcomes would be similar with other service structures and models. [52, 53] An ever-growing population accompanied by reducing health budgets, creates an environment where only services that demonstrate effectiveness, economic viability and sustainability receive funding. [54] It is therefore imperative to develop a 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60 F o r p e e r r e v i e w o n l y 5 rigorous evidence-base to refine, adapt and evaluate early intervention services for nonpsychotic disorders, with a particular focus on identifying the "active ingredients" of such services and the most effective methods for widespread scaling and implementation.
The primary objective of this review is to provide a baseline characterisation of the differing ways in which early intervention services are structured and implemented for nonpsychotic mental health disorders. The emerging literature for non-psychotic disorders is heterogenous and dispersed, with distinct streams of research developing in disciplinary silos.
The aim of this review is to draw together these streams to facilitate collaboration and crossdisciplinary learning and discourse. By synthesising the field and highlighting commonalities and differences, we hope that a broad set of common principles for early intervention services will emerge. This review, in conjunction with reviews in psychosis, will help set the stage for a more unified approach to expanding and refining early intervention services for psychiatric disorders. Here, we focus exclusively on disorders that tend to emerge in adolescence and adulthood rather than in childhood. Neurodevelopmental disorders typically use a very different approach to early intervention than adolescent-and adult-onset disorders (e.g.
intervening in infancy). [55] A scoping review methodology was selected for this review as early intervention is an emerging, dispersed and heterogenous research area and is therefore not amenable to the narrower aims of a traditional systematic review. [56, 57] Given that this is a relatively new research area, we sought to map all the available evidence within this field rather than only the best available evidence (e.g. randomised controlled trials). [58] RESEARCH QUESTIONS 1. What is the extent, range, and nature of the literature on early intervention services for adolescents and adults with non-psychotic mental health disorders?
What are the characteristics of early intervention services and care pathways?
o Are there any similarities and/or differences across early intervention services provided for each diagnosis and transdiagnostically? 3. Are there any factors that influence the implementation of early intervention services (i.e. barriers and facilitators to implementation)? 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58 The PRISMA extension for scoping reviews (PRISMA-ScR) checklist, [57] and the scoping review framework outlined in the Joanna Briggs Institute (JBI) Reviewer's Manual [59] were used to guide the development of this protocol. A copy of the PRISMA-ScR checklist can be seen in Table 1 . 
Do early intervention services reduce DUI, improve the course and outcome of mental disorders or minimise the disruption to psychosocial development and function?
METHODS AND ANALYSIS
INTRODUCTION
Rationale 3
Describe the rationale for the review in the context of what is already known. Explain why the review questions/objectives lend themselves to a scoping review approach.
Objectives 4
Provide an explicit statement of the questions and objectives being addressed with reference to their key elements (e.g., population or participants, concepts, and context) or other relevant key elements used to conceptualize the review questions and/or objectives.
METHODS
Protocol and
registration 5
Indicate whether a review protocol exists; state if and where it can be accessed (e.g., a Web address); and if available, provide registration information, including the registration number.
Eligibility criteria 6
Specify characteristics of the sources of evidence used as eligibility criteria (e.g., years considered, language, and publication status), and provide a rationale. 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58 
Synthesis of results 13
Describe the methods of handling and summarizing the data that were charted.
RESULTS
Selection of sources of evidence 14
Give numbers of sources of evidence screened, assessed for eligibility, and included in the review, with reasons for exclusions at each stage, ideally using a flow diagram.
Characteristics of sources of evidence 15
For each source of evidence, present characteristics for which data were charted and provide the citations. 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58 For each included source of evidence, present the relevant data that were charted that relate to the review questions and objectives.
Synthesis of results 18
Summarize and/or present the charting results as they relate to the review questions and objectives.
DISCUSSION
Summary of evidence 19
Summarize the main results (including an overview of concepts, themes, and types of evidence available), link to the review questions and objectives, and consider the relevance to key groups.
Limitations 20
Discuss the limitations of the scoping review process.
Conclusions 21
Provide a general interpretation of the results with respect to the review questions and objectives, as well as potential implications and/or next steps.
FUNDING
Funding 22
Describe sources of funding for the included sources of evidence, as well as sources of funding for the scoping review. Describe the role of the funders of the scoping review. JBI = Joanna Briggs Institute; PRISMA-ScR = Preferred Reporting Items for Systematic reviews and Meta-Analyses extension for Scoping Reviews. * Where sources of evidence (see second footnote) are compiled from, such as bibliographic databases, social media platforms, and Web sites. † A more inclusive/heterogeneous term used to account for the different types of evidence or data sources (e.g., quantitative and/or qualitative research, expert opinion, and policy documents) that may be eligible in a scoping review as opposed to only studies. This is not to be confused with information sources (see first footnote). ‡ The frameworks by Arksey and O'Malley (6) and Levac and colleagues (7) and the JBI guidance (4, 5) refer to the process of data extraction in a scoping review as data charting. § The process of systematically examining research evidence to assess its validity, results, and relevance before using it to inform a decision. This term is used for items 12 and 19 instead of "risk of bias" (which is more applicable to systematic reviews of interventions) to include and acknowledge the various sources of evidence that may be used in a scoping review (e.g., quantitative and/or qualitative research, expert opinion, and policy document). 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58 Documents will be excluded if they: (1) Describe a primary prevention programme based in educational establishments, high-risk groups (e.g. athletes), or in the general population, (
Describe a parent only intervention, (3) Describe a specific intervention (e.g. type of CBT) that is not attached to a service, (4) Primarily or only focus on early intervention for a physiological or medical condition, schizophrenia spectrum and other psychotic disorders, and/or neurodevelopmental disorders.
Search strategy
A comprehensive literature search will be conducted from inception on PsycINFO, MEDLINE, EMBASE, and HMIC. ProQuest databases will also be searched for grey literature (i.e. conference papers and proceedings, theses, government publications). The search is completed in three stages. First, an initial limited search was conducted in MEDLINE using the terms "early intervention" and "mood disorder" or "anxiety disorder" or "eating disorder" or "personality disorder" or "impulse control disorder" or "substance use disorder" or 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60 F o r p e e r r e v i e w o n l y 10 "somatoform disorder". The initial limited search was conducted by KR in April 2019 to identify keywords and subject headings to generate a search strategy. Different combinations of keywords and subject headings were trialled in MEDLINE, and key papers from the early intervention field were used as indicators for the sensitivity of the search strategy. The preliminary search strategy was developed by KR and reviewed by AA, KA, and US. An iterative process was used to balance the sensitivity and specificity. The MEDLINE-specific search strategy returns 3,545 documents before de-duplication and is outlined in Table 2 .
In the second stage, all databases will be searched using the MEDLINE search strategy.
The search strategy will be tailored to each database. The search for scoping reviews are more iterative than systematic reviews, it is therefore feasible that as the reviewers become more familiar with the literature that additional search terms and sources may be identified. The final stage involves identifying additional articles by searching the reference lists of included articles. Studies not reported in English, German, French, and Spanish will be excluded from the review during the screening and eligibility assessment. No date limits will be applied to the search. References will be imported to the EndNote x8 reference manager. 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59 
Study selection process
The title and abstract screening in the second stage of the search will be completed by one reviewer with a portion of the articles being screened in duplicate to ensure reliability (25%).
Retrieved full-texts will also be screened by one reviewer with a sample of full-text documents (25%) being screened in duplicate for reliability. The eligibility criteria will be applied to each document on a case-by-case basis to determine eligibility for inclusion. Discrepancies between reviewers will be resolved by discussion and if necessary other members of the review team will be consulted. 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59 A standardised data charting form developed by the study team will be used to chart the data from eligible studies (see Table 3 for a description of each data item). The data charting form was developed using the template from the JBI manual and by drawing on recent reviews of youth service models. [50, 51] to implementation, effectiveness, or efficacy will be charted (question 3 & 4) . Similar to the full-text screening, one reviewer will chart the majority of the documents with only a portion (25%) of the documents being charted in duplicate to ensure reliability. A small selection of documents will be charted by both reviewers at the outset to ensure that there is clarity and consistency in the use of the data charting form. Where there is more than one paper on the same service model, information will be pooled across the papers to provide the most detailed description of the model and any available evidence. 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58 
Data items and charting
Characteristics of Early Intervention Service
Name of service
The name of the early intervention service/program.
Year established
The year the early intervention service was established.
Location
The country and region in which the early intervention service was implemented.
Population
The population for which the service was designed for. This item will include details such as age, diagnosis, duration of illness, and illness severity.
Setting
The physical setting in which the early intervention service is based. This includes but is not limited to community centres, primary care, outpatient clinics, and inpatient wards. Early intervention services can occupy more than one of these settings. 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58 
Critical appraisal
The lack of critical appraisal tools in scoping reviews has been highlighted as one of the primary limitations of this knowledge synthesis method. [60] Critical appraisal can facilitate the interpretation of reviews by identifying the relative strengths and weaknesses of the included articles and identifying gaps in the research field. However, formal evaluations of methodological quality for scoping reviews can be challenging given the diversity of study designs and the volume of included literature. [61] Given the range of study designs, a twostage assessment of methodological quality will be conducted for this review. First, each study will be ranked using the Joanna Briggs Institutes Levels of Evidence for Effectiveness from 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58 Table 4 . Each document will be given a rating ranging from 1 (limited generalisability or no information) to 3 (generalisable/pragmatic or information to enable generalisation) on six key domains:
Participant Representativeness, Setting Representativeness, Outcome Representativeness, Fidelity/Adaptation, Cost/Feasibility of Intervention, and Sustainment. A narrative summary of the methodological quality will be provided alongside quantitative values for each domain of the RE-AIM framework. A portion of the included articles will be appraised in duplicate.
Synthesis of results
The search results will be reported using a flow diagram to clearly detail the review decision process, indicating the number of citations screened, duplicates removed, study selection, and full texts retrieved. The characteristics of the included studies will be presented in an informative table with a narrative and quantitative (e.g. frequencies) summary in text. Figures will be used to display the distribution of documents over time and across diagnoses.
Descriptions of the early intervention services will be reported for each diagnostic group and transdiagnsotically along with any evidence supporting the services and barriers and facilitators to implementation. An aggregated summary of early intervention services with descriptions of common themes and differences across the services will be provided. An effort will be made to identify gaps in knowledge to inform the direction of future research.
Patient and public involvement
ETHICS AND DISSEMINATION
This review contributes to the growing body of research for early intervention initiatives in mental health by mapping the existing literature on early intervention services for nonpsychotic mental health disorders. Through the publication of the results and dissemination via social media and conference presentations, the results will hopefully provide a timely foundation for cross-disciplinary discourse and early intervention service development and research. The results of this review may inform the design of new services and policies to support them. The synthesis of existing knowledge will not require ethical approval. 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60  Table 4 . Summary of Reach, Effectiveness, Adoption, Implementation, and Maintenance (RE-AIM) framework criteria
Reach (Participant
Representativeness)
The representativeness of individuals enrolled in the study to the characteristics of the intended population. 1 = Limited generalisability: highly selected subsample that is not typical of the intended population, high number of exclusionary criteria, and/or a recruitment strategy that is likely to result in a biased sample. Adoption (Setting
Representativeness)
The representativeness of settings and the individuals within those settings who deliver the program. 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46 F o r p e e r r e v i e w o n l y 18 1 = Limited generalisability: highly selected settings and staff and/or only includes 'best' sites and staff, i.e. wellresourced, credentialed or seasoned interventionists, many exclusion criteria; or limited information to determine context of study or intervention. 2 = Moderate generalisability: intervention tested in contexts outside of 'best' sites and staff, but adoption is still limited to selected settings that are well-resourced with some expertise in intervention trials. 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44 The extent to which an intervention becomes institutionalized or part of the routine organizational practices and policies and the extent to which behaviour is sustained for more than 6 months. 1 = Limited sustainability efforts or details of such efforts: no report of efforts to continue an intervention after the completion of study, or no reports of continued use. 2 = Moderate sustainment: limited discussion regarding the sustainability of an intervention, some evidence of continued use. 3 = Sustainment: long-term outcomes reported, explicit plans for handing off intervention to setting/sites, details of methods to encourage sustainable implementation or embedding within routine organisational practices and policies, or evidence of sustained use for 6 months or more. 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44 Competing interest statement None declared.
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